Background: To update a previously published systematic review and meta-analysis on the efficacy and safety of tubeless percutaneous nephrolithotomy (PCNL). Methods: A systematic literature search of EMBASE, PubMed, Web of Science, and the Cochrane Library was performed to confirm relevant studies. The scientific literature was screened in accordance with the predetermined inclusion and exclusion criteria. After quality assessment and data extraction from the eligible studies, a meta-analysis was conducted using Stata SE 12.0. ). There were no significant differences in postoperative hemoglobin reduction (WMD, −0.02 g/dL; 95% CI, −0.04 to 0.01; P = 0.172; I 2 = 41.5%), stone-free rate (RR, 1.01; 95% CI, 0.97 to 1.05; P = 0.776; I 2 = 0.0%), postoperative fever rate (RR, 1. 05; 95% CI, 0.57 to 1.93; P = 0.867; I 2 = 0.0%), or blood transfusion rate (RR, 0.79; 95% CI, 0.36 to 1.70; P = 0.538; I 2 = 0. 0%). The results of subgroup analysis were consistent with the overall findings. The sensitivity analysis indicated that most results remained constant when total tubeless or partial tubeless or mini-PCNL studies were excluded respectively. Conclusions: Tubeless PCNL is an available and safe option in carefully evaluated and selected patients. It is significantly associated with the advantages of shorter hospital stay, shorter time to return to normal activity, lower postoperative pain scores, less analgesia requirement, and reduced urine leakage.
Background
As a common urological disease, the prevalence rates for urinary stones vary from 1% to 20%. In countries with a high standard of life such as Canada or the United States of America (USA), renal stone prevalence is notably high (>10%) [1] . Urinary stones can cause renal function injury, which has a great impact on public health. With the advances of surgical technology, less invasive procedures such as percutaneous nephrolithotomy (PCNL) have gradually become a preferred therapy for urinary stone in the last two decades [2, 3] . Using a nephrostomy tube for drainage has been considered the standard procedure after PCNL [4] . Since Bellman first introduced tubeless PCNL in 1997 [5] , the interest and enthusiasm of this surgical procedure had been widespread. PCNL without postoperative nephrostomy tube placement is defined as tubeless PCNL. When neither a nephrostomy tube nor a ureteral stent is used, the procedure is commonly regarded as total tubeless PCNL [6] . A large number of studies on tubeless PCNL have been performed and several previously published systematic reviews have reported its efficacy and safety [4, [7] [8] [9] . However, the available evidence is still currently inconclusive because of the limited quality and quantity of the analyzed randomized controlled trials (RCTs). More rigorously designed RCTs are required to collect better evidence to support the use of tubeless PCNL. Furthermore, tubeless PCNL has not been generally accepted in clinical medicine, probably due to concerns of urine leakage, obstruction by residual stone fragments, or requirement for repeat access [10] . Since 1997, several RCTs [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] have been performed to compare the safety and effectiveness of tubeless and standard PCNL, including five high-quality RCTs published after 2012 [20] [21] [22] [23] [24] . These latest publications need to be included in an updated review to explore the most recent evidence on the use of tubeless PCNL. Therefore, we performed a meta-analysis to update previously published systematic reviews on the efficacy and safety of tubeless PCNL.
Methods

Literature search
We performed a systematic literature search of Medline (using PubMed as the search engine), Web of Science databases, EMBASE (using Ovid as the search engine) and the Cochrane Library to confirm relevant studies in accordance with Cochrane standards, and PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) guidelines [25] in November 2016 and updated in March 2017. There were no strict restrictions of year or language in the searching process. The search was performed with the following terms in combination to identify relevant studies: ("total tubeless" or "tubeless") and ("percutaneous nephrolithotomy" or "percutaneous lithotripsy" or "PCNL" or "PNL" or "PCN"). Two authors screened all the citations and abstracts independently. All potentially eligible studies involving comparison of the tubeless and standard PCNL were included.
Selection criteria
Inclusion criteria were: (1) RCTs; (2) studies published in English; (3) studies comparing tubeless and standard PCNL; (4) patients included in the studies were suited to PCNL, with no ureteric obstruction, no significant bleeding during the surgery, and no major collectingsystem injury or normal renal function; (5) the nephrostomy tube placed at the completion of the procedure in the standard PCNL group; (6) patients included in the tubeless PCNL group were contraindicated from using a nephrostomy tube, however those with a double-J stent or external ureteral catheter could be considered; (7) studies reported at least one of the following clinical outcomes: operative time, hospital stay, postoperative hemoglobin drop, postoperative analgesic requirement, return to normal activity, postoperative pain score, stone free rate, or major complications.
The exclusion criteria included: (1) pediatric patients under 14 years of age; (2) non-RCTs; (3) patients who underwent bilateral simultaneous PCNL; (4) patients with staghorn stones, congenital urinary tract anomalies, serious urinary infection, solitary functioning kidneys, or kidneys with prior open surgery.
Two reviewers completed the selection process independently.
Data extraction
Data extraction and quality evaluation were carried out by two reviewers. The information including study name, authors, publication year, country, study design, interventions, size of the drainage tube, number of patients, age, gender, stone burden, and clinical outcomes of interest (stone-free rate, operative time, hospital stay, return to normal activity, postoperative hemoglobin drop, postoperative analgesic requirements, postoperative pain score (VAS), blood transfusion, fever, urine leakage) were extracted from each included study. With the purpose of reducing the heterogeneity of the different studies and to make them easier to describe and understand, operative time was reported in minutes as a unit for all studies. Pain score was transformed by using linear 100 mm (the range of 0-100) visual analogue scale (VAS) (0 no pain, 100 maximum intolerable pain) uniformly [26] . In order to perform the sensitivity analysis, the type of drainage was also extracted from each study.
Assessment of quality
The criteria provided by the Oxford Center for Evidence-Based Medicine [27] was used to assess the level of evidence for all studies. The risk of bias for each RCT included was evaluated by two reviewers independently, according to the Cochrane Collaboration's tool [28] . The tool includes six aspects: random sequence generation, allocation concealment, blinding of participants and personnel, blinding of outcome assessment, incomplete outcome data, selective reporting, and other biases. The risk of bias was analyzed via the Cochrane Review Manager (REVMAN 5.3). Disagreements were resolved by discussion.
Statistical analysis
A meta-analysis was conducted to compare the effectiveness and safety of tubeless PCNL with standard PCNL. All statistical analyses were performed using Stata software (Stata SE 12.0). We chose statistical analysis methods and size effects based on data types and evaluation purposes. Relative risk (RR) was used for dichotomous data, while continuous data was evaluated using weighted mean difference (WMD) or standardized mean difference (SMD). If continuous data was presented as means and range, the methodology described by Hozo et al. was used for calculating the standard deviations (SD) [29] . All the results were reported with 95% confidence intervals (95% CI). The heterogeneity of included studies were evaluated via the chi-square test and quantified by measuring I 2 value. When I 2 values did not exceeded 50%, the fixed-effect model was used to calculate pooled estimates. However, if an I 2 value exceeded 50% and could not be resolved by subgroup analysis, which indicated significant heterogeneity among the included studies, the random-effect model was used. The Z-test was used to determine the pooled effects, and P-value <0.05 was considered to be statistically significant. Forest plots were carried out to express the results of the meta-analysis. Influence analysis was performed to evaluate the effect of the included studies on the inter-study heterogeneity. The publication bias was assessed by Begg's test. Furthermore, sensitivity analysis was carried out to detect the influence of the total tubeless, partial tubeless, and standard PCNL studies on the overall effect.
Results
Study characteristics
Based on the inclusion and exclusion criteria, 14 RCTs [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] were finally included in our metaanalysis, and consisted of 576 patients who underwent tubeless PCNL and 572 patients who underwent standard PCNL. The process used for literature search and study selection is shown in Fig. 1 . The studies included five RCTs [16] [17] [18] [19] 24 ] which compared total tubeless PCNL with standard PCNL and nine RCTs [11] [12] [13] [14] [15] [20] [21] [22] [23] which discussed partial tubeless PCNL. Table 1 shows the basic characteristics of the studies. The characteristics of the stones, including stone burden, stone location, and stone composition are summarized in Table 2 . Age, sex ratio, and all stone characteristics described were comparable for the tubeless and standard PCNL groups in each study. The sex ratio was not reported in one study [11] and three studies [13, 18, 22] did not mention the size of the drainage tube. Other baseline characteristics which may have affected the outcome measures, such as body mass Index (BMI) [11, 13, 18, 19, 23] , stone side [16, 19, 23, 24] , number of punctures [10, 12, 22, 23] , subcostal and supracostal punctures [13, 14, 17] , and auxiliary procedures [13, 14, 18, 19, 21, 22, 24] were also reported in some studies. All data was also comparable between the two groups for each study. Table 1 shows that the level of evidence for each included study was graded Level 2. Fig 2A generalizes the results relative to the risk of bias for each randomized controlled study. As for the allocation concealment, five studies [11, 15, 17, 18, 21] did not describe the concealed method. Four studies [12, 13, 19, 20] were considered to have high risk of bias resulting from of the use of a random numbers table. There was a high risk of Superior (9) middle (15) inferior calices (7) attrition bias in two studies [16, 22] due to the absence of SD. Two studies [16, 20] had a high risk of selective reporting bias because detailed explanation for some important outcomes was lacking.
Quality assessment
Publication bias
The publication bias was evaluated via Begg's test. The Begg's funnel plot of the hospital stay which was included in almost all studies is shown in Fig. 2B . The results of the Begg's test for other factors are summarized in Table 3 . Only postoperative pain score appeared to have a publication bias.
Influence analysis
For research indexes in which the I 2 value exceeded 50%, such as the operative time, hospital stay, return to activities, and postoperative pain scores (VAS), influence analysis has been assessed to screen studies which have a significant effect on heterogeneity. The results are shown in Fig. 3 .
Meta-analysis Operative time
Eleven studies [11-14, 17-20, 22-24] assessed the operative time. Due to the lack of SD reported, two studies [13, 22] were excluded from the data combination. Analysis of the final nine studies showed that tubeless PCNL required less operative time than standard PCNL with a statistically significant difference (WMD, −3.79 min; 95% CI, −6.73 to −0.85; P = 0.012; I 2 = 53.8%) (Fig. 4A ).
Hospital stay
Hospital stay was measured in 14 studies [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] . Of these, 11 studies [11-15, 17-19, 21, 23, 24] were analyzed except for three trials [16, 20, 22] , which did not report SD values. The pooled result showed the tubeless PCNL group was charged with a shorter hospital stay than the standard PCNL group (WMD, −1.27 days; 95% CI, −1.65 to −0.90; P < 0.001; I 2 = 98.7%) (Fig. 4B ).
Return to normal activity
Seven studies [11, 13, 15, 18, 19, 21, 24] assessed the time to return to normal activity between two groups. Meta-analysis of these studies via a random effect model showed that the tubeless PCNL group required a shorter time to return to normal activity than the standard PCNL group (WMD, −4.24 days; 95% CI, −5.76 to −2.71; P < 0.001; I 2 = 97.5%) (Fig. 4C) .
Postoperative hemoglobin drop
The mean (SD) estimated blood loss, reported by Choi et al. [11] , was 72.73 (52.71) mL and 105 (68) mL in the tubeless PCNL group and the standard PCNL group, respectively. No statistical differences were found between the two groups (P > 0.05). Another 13 studies reported postoperative hemoglobin drop. Because the SD was not reported, three trials [13, 16, 22] were excluded from the data combination. A meta-analysis was performed for the other ten studies [12, 14, 15, 17-21, 23, 24] , using a fixed effect model. The pooled results revealed no significant statistical differences between the tubeless group and standard PCNL group (WMD, −0.02 g/dL; 95% CI, −0.04 to 0.01; P = 0.172; I 2 = 41.5%) (Fig. 5A) .
Postoperative analgesia requirements
The study by Agrawal, Madhus et al. [15] showed the mean (SD) postoperative analgesic requirements (meperidine) in the first 24 h postoperatively was 81.7 (24.5) mg in the tubeless PCNL group and 126.5 (33.3) mg in the standard group. There was no significant statistical difference between the two groups (P < 0.01). Chang et al. [19] reported the postoperative analgesic requirements of both ketorolac and buprenorphine; the mean (SD) ketorolac dosage was 63.38 (15.22) .3) mg and 128.0 (33.4) mg in the tubeless PCNL group and in the standard group, respectively; differences in doses were statistically significant (P < 0.001). As Kumar et al. [24] reported, cases in the tubeless group consumed significantly lower mean (SD) amounts of rescue analgesics (paracetamol), 1.48 (0.50) g in the tubeless group vs. 4.09 (1.11) g in the standard group (P < 0.05). A metaanalysis was also performed of the other five studies [11, 12, 14, 18, 23] , using SMD for statistical analysis. These studies were divided into two subgroups according to the analgesic requirements (morphine or diclofenac sodium). The pooled result for the overall effect indicated the analgesic requirements in the tubeless PCNL group were significantly reduced (SMD, −1.09 mg; 95% CI, −1.35 to −0.84; P < 0.001; I 2 = 46.8%) (Fig. 5B) . In subgroup analysis, the results for each subgroup ["morphine" subgroup [11, 18] (SMD, −1.01 mg; 95% CI, −1.45 to −0.58; P < 0.001; I 2 = 60.7%) and "diclofenac sodium" subgroup [12, 14, 23] (SMD, −1.13 mg; 95% CI, −1.45 to −0.82; P < 0.001; I 2 = 58.1%) (Fig. 5B) ], were consistent with the overall results.
Postoperative pain scores
Seven studies [11, 13-15, 19, 21, 24] reported postoperative pain scores estimated using the visual analog scale (VAS). Analyzing these studies revealed that the tubeless PCNL group had statistically significant lower postoperative pain scores (WMD, −16.55 mm; 95% CI, −21.60 to (Fig. 5C) . Moreover, the results of the subgroup analysis for the "6 h" subgroup [11, 14, 24] [13, 19] (WMD, −9.08 mm; 95% CI, −14.65 to −3.51; P = 0.001; I 2 = 72.7%) (Fig. 5C ), indicated the same tendency.
Stone-free rate
Eleven studies [12-14, 16, 18-24] reported the stonefree rate. The pooled results of the overall data showed no significant statistical difference between the tubeless PCNL and the standard PCNL groups (RR, 1.01; 95% CI, 0.97 to 1.05; P = 0.776; I 2 = 0.0%) (Fig. 6A) . The studies were divided into two subgroups according to the time when the stone-free rate was assessed. The pooled results of "the postoperative stone-free rate" subgroup, which included 11 studies [12-14, 16, 18-24] , showed no significant difference between the two groups (RR, 1.01; 95% CI, 0.96 to 1.06; P = 0.703; I 2 = 0.0%) (Fig. 6A ). "The 3rd-month stone-free rate" subgroup consisted of two studies [14, 19] with similar results (RR, 0.99; 95% CI, 0.93 to 1.06; P = 0.834; I 2 = 0.0%) (Fig. 6A ).
Blood transfusion
The postoperative blood transfusion rate was measured in seven studies [11, 13, 14, 17, 18, 22, 24] . There was no significant statistical difference between the tubeless PCNL and the standard PCNL groups (RR, 0.79; 95% CI, 0.36 to 1.70; P = 0.538; I 2 = 0.0%) (Fig. 6B ).
Fever
Postoperative fever rate (temperature more than 38°C) was evaluated in seven studies [14, 15, 17, [20] [21] [22] 24] . The meta-analysis of these studies revealed no statistical difference between the tubeless PCNL and the standard PCNL group (RR, 1.05; 95% CI, 0.57 to 1.93; P = 0.867; I 2 = 0.0%) (Fig. 6B ).
Urine leakage
Postoperative urine leakage was reported in seven studies [14, 15, 17, [19] [20] [21] 24] ; a meta-analysis including these studies was performed using RR for effect size. Patients who underwent tubeless PCNL, rather than standard PCNL, were associated with a lower risk of postoperative urine leakage (RR, 0.30; 95% CI, 0.15 to 0.59; P = 0.001; I 2 = 41.2%) (Fig. 6B) .
Readmission
Several studies [12, 15, 24] mentioned the readmission rate, but in two of these studies, postoperative issues did not require readmission [12, 15] . Only Kumar et al. [24] reported that the standard PCNL group had a relatively higher rate of readmission, however the difference was not statistically significant between the two groups (7.1% vs. 1.8%; P = 0.21).
Sensitivity analysis
The results of the sensitivity analysis for partial and total tubeless PCNL are presented in Table 4 . When the studies of partial tubeless PCNL [11] [12] [13] [14] [15] [20] [21] [22] [23] were included, most of the outcomes such as hospital stay, return to activities, stone-free rate, postoperative hemoglobin drop, postoperative pain scores, blood transfusion, fever, urine leakage were constant. Though there was no significant difference in operative time between the two groups, it showed a similar tendency across studies. When only the studies of total tubeless PCNL [16] [17] [18] [19] 24] were analyzed, only urine leakage was no longer detectable in the sensitivity analysis, the other outcomes remained consistent. Moreover, Ferakis and Stavropoulos [30] have reported that mini-PCNL is usually related to less morbidity than the standard method. A mini-PCNL is defined as a PCNL performed with a sheath diameter ≤ 22F [31] . This mini procedure was used in only two of the included studies [20, 23] . Thus, we performed a sensitivity analysis excluding the mini-PCNL studies. The results show that all outcomes remained consistent (Table 5) .
Discussion
Percutaneous nephrolithotomy is now the major surgical treatment for patients with renal and upper ureteral stones [32, 33] . Using a nephrostomy tube at the end of the PCNL procedure was intended to be an integral part of the procedure [34] ; however, it may also cause some significant postoperative discomfort. Therefore, tubeless PCNL has gained widespread popularity in recent years. Patients who were free from nephrostomy tube could be considered as tubeless PCNL.
In this meta-analysis, data from 1148 patients who underwent PCNL from 14 RCTs [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] were analyzed to update the effectiveness and safety of tubeless PNCL. Our main findings showed that tubeless PCNL was associated with significantly shorter operative time, shorter hospital stay, and shorter time to return to normal activities. Moreover, lower postoperative pain scores and reduced analgesia requirement were observed in the tubeless PCNL group. There was no significant statistical difference in the postoperative hemoglobin drop or the stone-free rate between the two groups. Concerning the main complications of PCNL, tubeless PCNL could significantly reduce urine leakage. However, no statistically significant difference was found in postoperative fever rate and blood transfusion rate. The mean operative time was significantly shorter in the tubeless PCNL group than in the standard PCNL group in our analysis. However, in the review by Jiawu Wang et al. [8] , there was no statistically significant difference in operative time between the two groups. We considered that these differences in operative times might have been attributed to the study selection. Each study may have calculated operative time using different criteria, and several studies did not provide a clear definition of the operative time involved. Furthermore, patient characteristics and surgeon's experience were likely the main factors influencing operative time.
The results of this meta-analysis indicated that the hospital stay and the time to return to normal activity were significantly reduced in the tubeless PCNL group. Possible reasons could be attributed to less pain and the procedure did not involve the nephrostomy tube. The use of nephrostomy tubes in the standard PCNL group could have resulted in more postoperative discomfort, as well as requiring an additional procedure for tube removal, which means the prolongation of hospital stay and of time to return to normal activity. Hospital stay plays an important role in the evaluation of tubeless PCNL. Shorter hospital stay and shorter time to return to normal activity could decrease the costs of treatment and improve quality of health-care, which are indicated as advantages of the tubeless procedure.
Tubeless PCNL has been shown to be associated with decreased postoperative pain and analgesic requirements, differences that were statistically significant. Originally significant before studies using total tubeless percutaneous nephrolithotomy were excluded c Originally significant before studies using partial tubeless percutaneous nephrolithotomy were excluded Drainage-tube related pain is one of the most common urologic complaints in the standard PCNL patient [35] . Multiple studies have demonstrated significant morbidity associated with indwelling nephrostomy tubes following PCNL, namely increased postoperative discomfort with significant analgesic requirements [14-19, 24, 36] . Thus, by performing tubeless PCNL for selected patients, we can achieve significantly improved patient pain profiles and the restrict usage of analgesic. We found that the mean postoperative hemoglobin drop was lower in the tubeless PCNL group, but no statistical difference was found between the two groups. Patients with no noticeable hemorrhage during the operation were selected to undergo the tubeless procedure in our study. The main factors influencing the postoperative hemoglobin drop could be postoperative hemorrhage and the use of a nephrostomy tube. In the study by Shoma et al. [37] , placement of a nephrostomy tube did not decrease the postoperative hemoglobin drop nor the development of perinephric hematoma. Furthermore, several investigators [14, 15, [17] [18] [19] [20] [21] 23] reported there was no significant difference between the two groups. The change in hemoglobin level may not be related to the use of a nephrostomy tube.
In our meta-analysis, there was no significant difference between the two groups in the stone-free rate; which is also similar to results of previous reviews [7, 9] and other published studies [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] 38] . The nephrostomy tube was placed at the end of the procedure in the standard group without affecting the stone-free rate. The incidence of stone clearance may be associated with the stone characteristics and renal anatomy in selected patients [24] . In addition, we found the vast majority of the included studies [12-14, 16, 18-22, 24] could not achieve a stone clearance of 100%. Although there were strict inclusion criteria, four studies [13, 18, 21, 22] in our review still reported the requirement of a second PCNL to treat the residual stone. It is sometimes difficult to exclude the existence of residual stones at the completion of the procedure. In some patients, performing a new puncture tract may sometimes be unavoidable [39] . This could represent a potential limitation of the tubeless procedure. However, flexible ureteroscopy has become a viable option for the treatment of renal stones in recent years due to its high stone-free rate and low morbidity [40] . Thus, it may be considered as a more suitable alternative to manage the residual stone.
The standard approach to PCNL includes placement of a nephrostomy tube designed to aid in hemostasis and drain the pelvicalyceal system [37] . However, our meta-analysis indicated that the tubeless PCNL did result in any increase in related complications. There was no significant difference in postoperative fever and blood transfusion between the two groups. Moreover, tubeless PCNL could significantly diminish urine leakage in comparison to the standard PCNL group. In our review, standard PCNL was not superior in terms of postoperative complications. Of course, this may be due to the fact that the study consisted of strictly selected patients with no complete or partial staghorn calculi, no congenital urinary tract anomalies, no noticeable hemorrhage during the operation, and no major collecting-system injury. In addition, many innovative techniques have been used recently to prevent postoperative bleeding and urinary leakage in the absence of an indwelling nephrostomy tube [41] . Santosh Kumar et al. [24] occluded the access tract with a 'Santosh-PGI hemostatic seal' following the stone clearance in the tubeless group and Shah et al. [42] instilled a fibrin sealant and gelatin matrix hemostatic sealant in the percutaneous tract after the completion of PCNL. Of course, the use of sealants remains controversial. Whether or not sealants can decrease bleeding and urinary extravasation deserves further exploration [43] . Nonetheless, tubeless PCNL may still result in fewer complications in appropriately selected patients when compared to PCNL performed with the presence of nephrostomy tube.
Though we have described many advantages of tubeless PCNL, it still has some limitations. One important issue pertinent to partial tubeless PCNL is the complication of the indwelling ureteral stent. Limb and Bellman [44] have reported that a subset of young men was unable to tolerate the internal Double-J stent. An additional drawback of tubeless PCNL is that it may interfere with a subsequent routine second-look procedure required to clear the residual stone fragments. In the study of Singh et al. [13] , three patients had missed residual stones (invisible on initial postoperative fluoroscopy) that become apparent later. Last but not the least, tubeless PCNL may only be suitable for carefully selected patients.
Patients with ureteric obstruction, significant bleeding during the surgery, major collecting-system injury, or abnormal renal function may require a nephrostomy tube to aid in hemostasis and to drain the pelvicalyceal system. Patients without the above conditions were included in the study. We excluded those patients who underwent bilateral PCNL simultaneously. Though a small series of patients treated with simultaneous bilateral tubeless PNL have been reported [45, 46] , and a timely drainage of the kidneys to prevent renal function damage should be considered. Furthermore, patients with staghorn stones, congenital urinary tract anomalies, serious urinary infection, solitary functioning kidneys, or kidneys with prior open surgery were also excluded from the study. Patients with staghorn stones always required subsequent surgery, and removing percutaneous access by the tubeless procedure may have necessitated a repeat of the PNL [43] . Patients with congenital urinary tract anomalies, serious urinary infection, and solitary functioning kidneys also need timely renal drainage which means they were unfit for tubeless PCNL. Finally, since prior open renal surgery might cause ureteral damage, we did not consider these patients in our study.
Some potential limitations of our meta-analysis should be considered. Firstly, we did not define the specific size of the stone as inclusion criteria due to the lack standards in some studies, however all patients included in the studies were suited to PCNL.
Secondly, we did not analyze other potential complications, except for those mentioned above, such as pleural effusion, postoperative urinary tract infection, and septicemia. Due to the lack of adequate relevant data, these complications could not be included in our meta-analysis. Thirdly, the studies did not unify the category and specifications of postoperative analgesia, which may have led to a potential bias. We hope that uniform treatment standards will be discussed and defined in the future. Fourthly, due to the lack of sufficient description in some studies or in the limitations in the design and implementation of the included studies, the assessment of article quality could not be performed. This may have resulted in a potential bias. Finally, the pooled results relative to operative time, hospital stay, postoperative pain scores, and the time to return to normal activities showed significant heterogeneity. Thus, subgroup analysis, influence analysis, and sensitivity analysis were all performed to reduce heterogeneity, but these analyses did not significantly alter the results. Consequently, statistical heterogeneity may have influenced the conclusions. Lastly, the Begg's test of postoperative pain scores indicated that there might have been a publication bias for the included studies.
Conclusions
In conclusion, this updated meta-analysis showed that tubeless PCNL may be an effective and safe procedure for selected patients, resulting in significantly shorter hospital stay and shorter time to return to normal activity. Moreover, lower postoperative pain scores, reduced analgesia requirement, and urine leakage were also observed in tubeless PCNL without increasing other complications. We consider tubeless PCNL an acceptable and safe management option with experience and careful patient selection. Of course, larger high quality multi-center long-term RCTs are required to confirm the outcomes of our meta-analysis in the future. 
